AN UNEXPECTED REQUEST
A career in medical diplomacy was not in my mind when I graduated from Temple University Medical School in 1948 and began my residency in dermatology. During the Korean War I became a commissioned officer in the United States Public Health Service. Then, a year into my first assignment, I received a call from USPHS headquarters asking me to head up a special mission to Nepal. Within days, I found myself in the hands of the Department of State and the Public Health Service in Washington. There, a new desk had been set up for Nepalese affairs but, unfortunately, the young man in charge knew little about the country.
Dr. George Moore, 1960 Ironically, a little book titled In Search of the Spiny Babbler: An Adventure in Nepal, just published in 1952, turned out to be my best source of background information. In it, ornithologist S. Dillon Ripley recounts his travels in Nepal searching for a rare bird, relating Nepal's history in the process. I learned that, after Jang Bahadur Rana deposed the king in the Kot Massacre of 1846, Nepal became a closed country under the tyrannical, hereditary rule of the Rana maharajas. There were no roads into the kingdom, only a few trails heavily guarded by soldiers. The Ranas forbade newspapers, radios, schools and public gatherings. They lived lavishly while the population remained impoverished and ignorant. Finally, in 1950, the maharaja was deposed and King Tribhuvan, a descendant of the murdered royal family, was restored as the ruler of Nepal. Tribhuvan led Nepal to democracy and recognition as a sovereign nation by the U.N.
My research into the medical problems I would find in Nepal suggested that all three types of malaria as well as typhus, smallpox and parasitic infestations were prevalent. Accordingly, I drew up hurried lists of the needed specialists and itemized the supplies required to build a medical laboratory. The lists were approved, and my wife Connie, a registered nurse, our 4-year-old daughter and I arrived in Kathmandu in mid-October 1952, joining the agricultural technicians, including entomologist Dr. George Brooks, who had arrived a few days earlier. We found ourselves in makeshift quarters that lacked electricity and running water. We were without diplomatic support; but at the same time, unfettered by protocol, we could interact informally with King Tribhuvan.
When I requested a liaison, the king responded by appointing a minister of health on the spot. The new minister was one of only nine physicians in Kathmandu. In the past, these men had served only the royal and military families, leaving nine million Nepalese to live and die without modern medical care. Medical data, nurses and health care workers were nonexistent. A tour of the community hospital, built some 20 years earlier by a maharajah, revealed vacant rooms littered with trash and occupied by pigeons. The situation seemed hopeless, but I resolved to persevere as I waited for staff and supplies to arrive from the States.
Soon, a shortwave radio message from Washington informed me that our mission was in danger and, due to a sudden change in the political situation, the promised personnel and supplies would not arrive. There had been no disturbances in our area, however, and our Nepalese friends also gave us no cause for alarm. I decided to ignore the message, and traveled to Calcutta, where I managed to assemble some laboratory equipment and supplies for a primitive but functional diagnostic laboratory that included a kerosene-operated incubator and refrigerator. I hired a secretary, a young Nepalese man who was the proud owner of an ancient typewriter, and set out to identify the health problems and prepare a five-year plan for the king to improve the health of his people.
TARGETING MALARIA IN THE TERAI
One day, as if by a miracle, a young Gurkha officer, Shiva Bahadur Rai, appeared. Home on leave from what was then Britain's Federation of Malaya, Shiva was interested in our program. He had survived eight weeks in enemy territory after escaping from a POW camp in Italy during World War II. His story inspired me, and he accepted my invitation to join us as my administrative officer. While he had no formal medical training, his knowledge of the land, its people and customs proved invaluable. Also, as a Gurkha, he was respected by both the Nepalese and my staff.
Shiva organized safaris to venture to remote villages where I could begin to assess the people's needs. We found trustworthy porters to carry our equipment over miles of trails and retired but able-bodied Gurkha soldiers to assist us with operations. These initial safaris provided sufficient information to assemble a five-year health plan and present it to the king's council for approval. There was still no word from Washington, but the new king approved the plan and a firstyear budget of $60,000. Our objectives were: identify the diseases and health problems of the people and to start an insect-borne disease control program. We were ready to begin.
Our first priority was to exterminate the vast and deadly population of malarial mosquitoes in the subtropical lowlands known as the Terai. We hauled barrels of DDT, the pesticide of choice at that time, and hundreds of compression sprayers from the Calcutta docks to our outpost in Kathmandu. We would venture-mostly on foot, sometimes by elephant-to villages throughout the jungles and the foothills of Nepal to destroy mosquitoes. We knew that a female mosquito sucked blood from a person with malaria at night, and then rested on the ceiling and walls of the dwelling to digest the blood: by spraying DDT on the inside ceilings and walls of all village houses at the same time, we would kill the infected mosquitoes and halt the transmission of malaria. I also planned to conduct physical examinations of the people and administer vaccines and any necessary treatments. I still wondered, though, how the people would react to a strange doctor spraying their homes with a poison, examining their bodies, and injecting them with painful needles.
My strategy was to visit the home of the village leader or cleric with Shiva the night before our teams arrived. Shiva would explain the nature of our mission in such a way that it was accepted and sanctioned enthusiastically. We then sprayed the leader's home with DDT. The next morning the family swept out dead mosquitoes, bedbugs and cockroaches with such joy that the other villagers were eager to do the same. Our teams exterminated pests in every home in the village. We used this strategy in every village we visited, calculating that malarial transmission would decrease by 70 percent in the first year.
Wherever possible, we arranged to use a Buddhist or Hindu temple as a clinic. The temple usually had no furniture, so we used a wooden box as an examining table and placed drugs and instruments on a sheet on the ground. Sterilization was limited to iodine and Zephiran solution. We gave injections in an adjoining room under a huge brass prayer wheel, which afforded at least some privacy. The villagers' first experience with modern medicine thus took place in the safety and familiarity of their temples. Whether A Gurkha pensioner draws blood from children for examination.
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SITALA, THE GODDESS OF SMALLPOX
Blending our medical initiatives with Nepalese customs was especially crucial in our strategy for conducting smallpox immunizations. Of the many health problems in Nepal, smallpox epidemics were the most deadly. In some villages, smallpox had killed half the non-immune children and left the other half pockmarked. During an epidemic, the people worshipped a goddess named Sitala, translated literally as "she who makes cool." Sitala was typically pictured sitting on a lotus leaf, clad in red, with nimba leaves in her four hands. People made offerings to Sitala daily, and the dangerously ill were placed directly in front of her image for healing.
Bringing smallpox immunization to Nepal was not a simple task, on two counts. For one, the vaccine used in the States was a freeze-dried, lyophilized product that required refrigeration to maintain potency. The vaccine would arrive by air pouch, but we had no way to refrigerate it during the months it would take getting it to the villages. For another, even if we could manage to keep the vaccine potent, how would we convince the Nepalese to accept it? I conferred with Shiva and my staff and we concluded that we might be able to work something out if we had a viable vaccine to start with. I ordered a box of vaccine from Washington, D.C., immediately. We met the plane at the Kathmandu airstrip and carried it to our kerosene-operated refrigerator. The next day, I inoculated some of our staff and was relieved to find out that some of the ampules were still good. I was then able to keep the vaccine virus alive by inoculating staff one after another using the pustules produced.
I conferred with Hindu and Buddhist priests about using Sitala, the goddess of smallpox, in our campaign to induce people to be vaccinated. They readily agreed, and we quickly produced large campaign posters showing Sitala in full regalia with her four hands holding syringes and other medical items. The inscriptions in Nepali exhorted the people to be immunized for her sake. Runners delivered the posters to the village priests and lamas who plastered them on their homes and temples for all to see. Most of the people were illiterate, but the religious leaders (always the first to be vaccinated) read the message to them and announced the arrival of the team. Villagers greeted us festively.
Because the vaccine would remain viable only by passing it from person to person through their sites of inoculation, or pustules, we recruited boys willing to be inoculated and become part of our team. A villager would pass through the line and bare his arm for a staff member to sterilize a spot. Another worker would take a ball of clean, white string and hold a length between his hands, touch the middle of the string to the pustule of the boy and then apply that piece of string to the villager's arm. A third worker would then prick the spot where the string touched to allow the inocula to penetrate the skin. We could successfully immunize several hundred people in a few hours, and we continued using this strategy in village after village. Our 1952-1953 effort was a significant start to the control of smallpox in Nepal.
LEARNING EXPERIENCES IN SHERPALAND
If in the southern lowlands of the Terai we faced dangers from heat, unclean water, bandits, leopards, tigers and poisonous snakes, our treks into the hills presented other challenges. There, monsoon rains made for slippery crags and leech infestations. The latter, segmented worms about two inches long, could penetrate the eyelets of our shoes by lengthening their body to squeeze through. The Gurkhas used their kukri-the trademark 18-inch knife with a curved blade-to flick them off before we even noticed them. They also used the kukri to clear trails through dense bamboo and brush as we climbed the Himalayas to Sherpaland, villages at altitudes over 16,000 feet near the Tibetan border.
The Sherpa villagers had never seen Westerners, we were told, and had been visited by someone from Kathmandu only twice before, when the maharaja's soldiers appropriated women for his harem and again when zamindars, or landlords, attempted to collect taxes. As we neared the village, our coolies became increasingly apprehensive. Dogs began barking. We entered the village and a man appeared from behind a house, then another, until several men, all armed, confronted us.
Smallpox campaign poster
What a strange spectacle we must have been to them. I was too fair, and Brooks, an African-American, was too dark; and we were dressed as though from another world. We instructed our interpreter to utter a greeting. The men continued to grip their weapons, however, and their stony faces remained unchanged. Finally, a man spoke, and our interpreter turned to us and cried, "They speak Tibetan and do not understand me!" We encouraged the interpreter to keep trying and to gesture with his hands. As he did, one of the men in the back smiled and jabbered to his companions. Apparently, he had been to Kathmandu and knew enough Nepali to understand the gist of the interpreter's words. Soon, the men relaxed and smiled. Our interpreter went on to extol our goodwill mission with promises of medical cures.
Soon, women and children poured out of their houses laughing and shrieking their acceptance of us as guests. The Sherpas led us to the esteemed lama who begged us to join him for tea, a hot concoction made from rancid butter, barley flour and concentrated tannic acid. We sipped it politely.
The lama accorded us every hospitality during our stay. We found perfect workers for our team in the young women who had once been part of the maharaja's harem but were returned to their villages when he was deposed in 1950: they spoke Nepali and were eager to help us. The lama also offered us the Buddhist temple to use as a clinic.
The translation process, while effective, was cumbersome; the Tibetan dialect had to be translated to Nepali and then to English. We kept instructions as simple as possible, but occasionally the patients provided cause for worry. I would look up and see treated patients swapping pills. The colors of the tablets fascinated them and often one patient had a preference for the other's remedy. Sometimes, several patients in a row had similar symptoms as they overheard an earlier person's complaints. Every village, every patient provided a new learning experience that showed us how to be more judicious in assessing their conditions. We became more attuned to their needs with each succeeding visit.
A problem not so easily solved came at the end of our visit to particular villages where the Sherpa girls wanted to become our wives. Polygamy is practiced in Sherpaland, and when the girls learned that both Brooks and I had only one wife apiece, they rallied the entire village to support their efforts to marry us. We fumbled about for diplomatic regula-tions, but this was a situation Washington had definitely not prepared us for. Finally, Shiva struck the right note-our prestige and high standing in America forbade us even to consider marrying girls from the small villages. The girls withdrew, quite satisfied that there was no chance for them.
FRIENDSHIP AS A CURE
The health programs we implemented in Nepal in the 1950s were successful, measured not only by the positive results we witnessed while there, but by their continuation in the form of new initiatives that followed. By 1977, for example, when Nepal had acquired roads and electricity, malaria was eradicated. The intensive anti-malarial programs that the U.S. and the World Health Organization supported throughout the 1960s allowed Nepal's Terai area to be repopulated and to become the bread basket for the country, eventually exporting 15 percent of its grain crops to India. (Sadly, like most other parts of the developing world, Nepal has seen the return of malaria in recent years due to drug resistances and persistent poverty.)
Medical school had trained me as a physician, but did not prepare me for the challenges of treating people with a sharply different culture, belief system, education and worldview. It was direct experiences with the Nepalese that taught me medical diplomacy. Instead of disregarding their culture, which would have had disastrous results, I respected it and integrated it into my medical practice. They accepted what I did because they trusted me, and they trusted me because I respected them.
Perhaps medical diplomacy can best be summed up by Buddha's dictum that "friendship is the only cure for hatred, the only guarantee of peace."
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